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There was no evidence that facility staff
documented where in the clinical record information
related to the CAA ' s could be found. There were
no " CAA worksheets" available for review.

A face-to-face interview was conducted with
Employee #2 on August 1, 2014 at 3:30 PM.
He/she acknowledged that the date and location
where information related to the CAA's could be
found was not documented in the CAA Summary.
The medical record was reviewed on August 1,
2014,

13.Facility staff failed to identify the location and
date of Care Area Assessment [CAA] information
under Section V [V0200A], " Care Area
Assessment Summary " of the admission MDS for
Resident #157.

A review of Resident #157's admission MDS dated
July 15, 2014 revealed that "Care Area Triggered
[and] the Care Planning Decision Area" triggered for
#2 Cognitive Loss, #3 Visual Function, #5 ADL, #6
Urinary Incontinence / Catheter, #7 Psychosocial
Well-being, #9 Behavioral Symptoms, #11 Falls,
#12 Nutrition, and #16 Pressure Ulcers.

The record reflects that the location and date of the
Care Area Assessment information for care areas [#
2,35,6,7,9 11,12, and 16] were recorded as
"CAA 3.0 07/16/2014."

There was no evidence that facility staff
documented the location in the clinical record
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where the information related to the CAA's could be
found.

A face-to-face interview was conducted with
Employee #9 on August 5, 2014 at approximately
10:03 AM. He/she acknowledged that the date and
location where information related to the triggered
care areas could be found was not recorded. The
record was reviewed August 5, 2014.

14. Facility staff failed to identify the location and
date of Care Area Assessment [CAA] information
under Section V [V0O200A], " Care Area

' Assessment Summary " of the admission MDS for
' Resident # 166.

A review of Resident #166' s admission MDS dated
January 17, 2014 revealed that "Care Area
Triggered [and] the Care Planning Decision Area"
triggered for: #2 Cognitive Loss, #3 Visual Function,
#4 Communication, #5 ADLs, #6 Urinary
Incontinence /Catheter, #7 Psychosocial
Well-Being, #10 Activities, #11 Falls, #13 Feeding
Tube (s), #14 Dehydration/ Fluid Maintenance, #15
Dental Care, #16 Pressure Ulcers, #18 Physical
Restraints, and #19 Pain.

The record reflects that the location and date of the
Care Area Assessment for care areas [# 2, 3, 4, 5,
6,7,10, 11,13, 14, 15,16, 18, and 19] were
recorded as "CAA 3.0 02/03/2014. " |

There was no evidence that facility staff '
documented where in the clinical record information
related to the CAA's could be found.
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' 15. Facility staff failed to identify the location and

| Assessment Summary " of the admission MDS for

07/1/2014."

A face-to-face interview was conducted with
Employee #9 on August 5, 2014 at approximately
11: 50 AM. He/she acknowledged that the date and
location where information related to the triggered
care areas could be found was not recorded. The
record was reviewed August 5, 2014.

date of Care Area Assessment [CAA] information
under Section V [VO200A], " Care Area

Resident #187.

A review of Resident #187's admission MDS dated
07/01/2014 revealed that "Care Area Triggered ‘
[and] the Care Planning Decision Area" triggered for
#5 ADL/ Functional Status, #6 Urinary Incontinence

/ Catheter, #11 Falls, and #16 Pressure Ulcers.

The record reflects that the location and date of the
Care Area Assessment information for care areas
[#5, 6, 11, and 16] were recorded as "CAA 3.0

There was no evidence that facility staff
documented the location in the clinical record where
the information related to the CAA's could be found.

A face-to-face interview was conducted with
Employee #9 on August 3, 2014 at approximately
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